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Well, we survived our first winter here at the Naval Training Center, Great Lakes, Illinois.  December was
a m onth  to rem em ber w ith thirt y-two in ches of s now  (one  of the  snow iest D ecemb ers in  Chic ago  in
decad es).  Th e coldes t day of the yea r was 22  Dece mbe r ( -9° F), with a  wind chill of -3 3° F.  Ne edless to
say, we wo re our AF  parka s a lot this winte r.  Fortuna tely spring ha s arrived, a nd we a re looking  forward  to
sum me r.  It can not com e too  soon .  As I s tated  in the la st iss ue of  InCo ntrol:

Our new address is:

USAF Dental Investigation Service
Detachment 1, USAFSAM
310C B Street, Building 1H
Great Lakes Naval Training Center, IL 60088-5259

Our new phone and fax numbers are:

DSN 792-7676 DSN FAX 792-7667
COMMER CIAL (847) 688-7676 COMMER CIAL FAX (847) 688-7667

As always, you can contact me directly at DSN 792-7668 or Commercial at (847) 688-7668 or via e-mail at
jose ph.b artolo ni@ ndri.m ed.n avy.m il

I will continue to keep you updated on the latest issues in infection control and occupational health and
safety in dentistry through the publication of InControl.

DENTAL INFECTION CONTROL AND OC CUPATIONAL HEALTH COURSE

The  Unite d Sta tes A ir For ce ha s dev elope d a pa rtner ship  with th e Or gan ization  for Safety a nd Asepsis
Procedures (OSAP) to conduct the Dental Infection Control and Occupational Health Course. This course
will be s tructured  sim ilarly to th e US AF c ours e tha t was  cond ucte d from 1 994  to 1999.  T he co urse  is
tentatively scheduled to be held in the fall of 2001.  At this time we are working out the location and
curriculum.  The course will be open to military and civilians who have an interest in dental infection
control and occupational health and safety.  I will be posting an announcement on our website at
www .broo ks.a f.m il/dis w hen  the fin al details ha ve be en worke d out .  Until th en you  can c onta ct m e dire ctly
for further information.

2001 ORGANIZATION FOR SAFETY AND ASEPSIS PROCEDURES ANNUAL SYMPOSIUM

The 2001 Organization for Safety and Asepsis Procedures Annual Symposium (OSAP) will be conducted
from 14 to 17 June in Orlando, FL.  The meeting will feature the latest information on dental infection
control and office safety issues.  This annual symposium offers a unique opportunity to exchange ideas
with the top  experts  in the field of d ental infec tion contro l and occ upationa l health, and  provides  a wealth
of information on new developments.  Contact OSAP for information on membership and the upcoming
symposium.

OSAP
P.O. Box 6297
Annapolis, MD 21401
(800) 298-OSAP
FAX (410) 571-0028 
www.osap.org



ERGONOMICS STANDARD

On 20 March 2001, President Bush signed a repeal of the Occupational Safety and Health Administration
(OSHA) E rgonomics S tandard, which was sched uled to take effect on 14 Octobe r 2001.  This Standard
was developed to prevent or reduc e muscu loskeletal disorders associated with repetitive motion, awkward
posture, contact stress, and other on-the-job conditions.  The decision to repeal it was based on the 
regulation �s costs-versus-benefits ratio.  Both the American Dental Association (ADA) and the Academy of
Gen eral D entis try (AG D) ha d critic ized th e reg ulation due  to its in trusiv eness, c ost, a nd a la ck o f scie ntific
evidence that it was needed.  In essence, this erases the ergonomics regulation as if it had never been
issued (or taken effect) and bars the Department of Labor from issuing rules in  �substantially the same
form . �  Preside nt Bush  has as ked La bor Sec retary Elaine  Chao  to develop  a less ex pensive  alternative to
address workplace safety, and she has promised to pursue this issue.  Even though the Ergonomics
Stan dard  was  repe aled,  all den tal clin ics shou ld be a ware  that e rgon om ics is  rece iving m ore a ttentio n as it
relates to the workplace.  The following information is provided to inform you about how ergonomics
comes into play in the dental field.

Ergonom ics and Dentistry

Ergonom ics is the study or science of workers and their adjustm ent or adaptation to their work
environment or working conditions.  Ergonomics has been of interest to workers in many occupations
including d entistry.  Man y times, tho ugh, wo rkers q uestion th e existen ce of risk  factors a ssocia ted with
routine tasks and job hazards.  Den tal employers and em ployees can take m easures to improve
conditions within their own work areas including comm unication, education, and moderate co rrective
me asu res to  prote ct agains t mu scu losk eleta l disor ders  arisin g from re pea ted s train a nd st ress  in den tistry.

The greatest number of ergonomic-related problems for dental workers occurs in the back,
shoulder and neck.  Most of these problems are postural in nature, and are not directly related to the
accomplishments of the tasks.  These can be classified as sustained, nonforceful postural problems.

During the past several years, the dental profession, dental equipment manufacturers, ergonomists, and
time-motion analysts have modified the design of dental equipment and instruments, changed the position
of patients and practitioners with respect to each other, modified dental office design and the placement of
equipment, and encouraged  �four-handed dentistry. �  It is important that educational efforts continue and
expand to reduce posture-related problems in the dental clinic.

Some studies have shown that changes in the workplace environment, work routines, or in the way tasks
are performed may be ineffective in preventing ergonomic-related disorders for certain individuals if they
are overwhelmed by predisposing factors (i.e., personal habits).  When ergonomic-related disorders in the
dental office are considered, the following factors should be considered.

1. The incidence of ergonomically-related disorders reported by the employee.  A large number of
problems indicates a greater need for evaluation of the workplace.

2. A qualitative and  quan titative  job analys is sho uld be  accom plishe d to determ ine the erg onomic
risk levels for dental workers who are performing routine tasks.

3. Tasks that prevent significant ergonomic risk should be identified.
4. Information should be correlated to determine the role the workplace is playing in causing the 

observ ed ergo nom ic-related d isorders . 
5. The following five areas need to be addressed to prevent and control disorders among dental

workers: education, personal factors control, work site modification, job modifications, and
research.

Education
All dental wo rkers n eed to be  taught so und erg onom ic practice s in the da ily tasks per form ed in den tistry. 
This  shou ld be a ccomp lished  durin g initial e mp loym ent and re viewe d and  upda ted period ically.

Personal Factor Control
Em ployee s should b e info rmed of  the fa ctors  that c an ca use  ergo nom ic-re lated  disor ders .  This
kno wledge w ill enab le the  work er to reduce or  elim inate  facto rs un der h is/he r con trol.

Work Site Modification
Employees should always seek ways to modify the layout of the dental treatment room and the way
equipment is placed or designed to reduce ergonomic stress.



Job Modification
Based  on the un derstan ding of risk  factors in volved in de ntal tasks , job m odifications  may be  helpful (i.e.,
treatment sequen cing).

Research
Add itiona l rese arch  is nee ded  to unders tand  ergo nom ic-re lated  disor ders , and  their r elation to spec ific
work and work sites.

NEEDLE SAFETY

In November 2000, President Clinton signed into law the Needlestick Safety and Prevention Act.  This new
law reinforces an OSHA compliance directive that instructs employers to evaluate and implement
approp riate, com mer cially-available, eff ective m edical de vices de signed to  eliminate  or minim ize
occup ational exp osure to  bloodbo rne path ogens .  The ne w law, wh ich beca me e ffective on  18 April 20 01, 
also amends the Bloodborne Pathogens Standard.  The following four areas are covered by the 
legislation:  modification of definitions relating to engineering controls; revision and updating of the
Exposure Control Plan; solicitation of employee input; and Recordkeeping.

Definitions
The revised standard expands the definitions of several terms already provided by OSHA in the
compliance directive.  Th directive states that employers who h ave employees with occu pational exposure
to bloodborne pathogens must consider and, when appropriate, use effective engineering controls,
including s afer m edical de vices, to re duce th e risk of p ercutan eous inju ries.  

OSHA has modified the definitions of "�engineering controls" �which now includes "�safer medical devices,
such as sharps  with engineered sharps injury protection and needleless system s." �  These two term s have
been added to the revised standard.  "�Sharps with engineered injury protection"� has been defined as " �a
non-needle sharp or a needle device used for withdrawing body fluids, accessing a vein or artery, or
adm iniste ring m edications or o ther f luids,  with built-in s afety f eatu res o r me chanism  that e ffec tively
reduces the risk of an exposure incident."   The term " �needleless system"�  refers to "�devices that do not use
needles to collect bodily fluids or withdraw body fluids (after initial vascular access is established),
administer medications or fluids, or perform any other procedure involving the potential for occupational
expos ure to bloo dborne  pathoge ns due  to percu taneou s injuries fro m co ntam inated sh arps." �

Exposure Control Plan
Employers must now implement safer medical devices that are appropriate, commercially-available, and
effective.   " �App ropr iate"�  safe r me dica l devic es ar e dev ices  whose us e  �based on  reas onable judgm ent in
individual ca ses, will not jeo pardize pa tient or em ployee sa fety or be m edically contr aindicate d." � 
" �Effective" � safer medical device are devices whose use "�based on reasonable judgment, will reduce the
likelih ood  of an  expo sure  incide nt invo lving a  contam inated sha rp."�   Em ployer s should r evise  their
Exposure Control Plan to show that they are actively reviewing these new safety devices.

Employee Input
Employers m ust solicit input from employees responsible for direct patient care when cho osing effective
engineering and work practice controls.  The employer has the flexibility to solicit employee input " �in any
manner appropriate to the circumstances of the workplace." �  Solicitation of employee input should be
documented in the Exposure Control Plan.

Recordkeeping
Recordkeeping requirements to the Bloodborne Pathogens Standard have been amended by requiring
em ployer s to m ainta in a Sh arps  Injury L og (f or em ployer s with  11 or  mo re em ployee s who are  currently
required to maintain the OSHA Form 200).  This log is to serve as an aid in identifying high-risk areas, and
to help evaluate devices as they are used in the practice.  This log must contain, at a minimum, the type
and brand of device involved in the incident, the work area where the exposure occurred, and an
explanation of how the incident happened.  OSHA does not specify the format of the Sharps Injury Log,
but all information must be recorded and maintained in such a manner as to protect the confidentiality of
the injured employee.

Beginning 1 January 2002, employers will be required to record sharps injuries involving contaminated
objects on the new OSHA Form 300 (Log of Work-Related Injuries and Illnesses) and the OSHA form 301
(Injury and Illne ss Incide nt Repo rt).  Thes e form s will replace  the curre nt 200 an d 101 fo rms , respec tively. 
Employers must maintain these records in a way that segregates or allows easy separation of sharps
injuries from other types of work-related injuries or illnesses.  The Sharps Injury Log must be maintained
for five years following the end of the year in which a sharps incident occurs.  Exposure Control Plans
reviewed  and upd ated afte r 18 April 20 01 m ust reflec t the require men ts of the re vised sta ndard.  



LATEX SENSITIVITY

Introduction
The first reports of allergic reactions to rubber gloves began in the early 1930s.  Since then, with the
implementation of Universal Precautions and increased glove use, a significant increase in reported
reactions to latex has been seen.  In the 1980s, the Occupational Safety and Health Administration
(OSHA) an d the Centers for Disease C ontrol and Prevention (CDC) m andated that healthcare workers
(HCW s) wear  gloves d uring patien t care to pr otect them selves a nd patien ts from  cross- infection.  T oday, 
most HCW s wear gloves made of latex because latex has excellent physical characteristics including
elasticity, tactility, barrier pro perties, tea r resistan ce, and  low cost.

Natural rubber latex (NRL) is a milky fluid derived from plants and is found in a variety of healthcare and
consumer products.  Recent government information indicates that 3 to 17 percent of HCWs and 1 to 6
percent of the general public are sensitive to latex (latex allergy).  As of 1997, the Food and Drug
Administration (FDA) has received over 2300 allergic reports associated with latex.  More than 200 of
these c ases w ere ass ociated w ith anaph ylaxis, and 1 7 were fa tal.  At-risk ind ividuals includ e those  with
spina bifida ; HCW s; and pe ople with a h istory of atop y (i.e., an inherited , imm unologic al hyperse nsitive to
common environmental antigens), multiple surgeries in early childhood, genitourinary anomalies requiring
catheterization, or certain food allergies (e.g., banana, kiwi, avocado, and chestnuts).

There are three types of reactions to latex products:  irritant contact dermatitis (ICD); allergic contact
derm atitis (ACD ), also kn own as  Type IV H ypersen sitivity; and Type  I Hyperse nsitivity.  Keep in m ind that 
latex sensitivity is both a HCW safety issue and a patient safety issue.

ICD
Many HCW s (50 percent or more) have experienced ICD.  It is a nonimmunologic process that damages
the supe rficia l layers  of the  skin , and  is due  to contac t with a  subs tance tha t cha llenge s the  skin .  ICD  is
manifested as a sharp, defined reaction confined to the area of contact resulting in direct physical or
chem ical injury to sk in cells.  It is com mon  amo ng frequ ent use rs of both  latex and  synthetic (i.e.,
nonlatex ) gloves.  S ymptom s include  redden ed, dry, irritated, cr acke d skin tha t stops at th e glove c uff. 
Com mo n fac tors f or IC D inc lude f requ ent handwas hing w ith an timic robia l soap s, failu re to c om plete ly
rinse , irritatio n from p owd er, ex cessive p ersp iration , failure to d ry han ds, and ex posure to  certa in
chemicals such as disinfectants.

To tr eat IC D, H CW s should id entidy the poten tial cause (s) o f the p roble m.  H CW s should r eview  their
daily handwashing routine first.  Other possible corrective actions include selecting a different brand of
latex glove (or using powder-free latex glove) or using a different lot of the same brand of glove.

ACD
ACD, known as Type IV Hypersensitivity, is also called delayed allergy because symptoms do not appear
immediately after exposure.  It is an immune-mediated inflammation of the skin.  Chemicals added during
the manufacturing process for both latex and synthetic products cause ACD.  Scientific reports have noted
over 200 chemical additives in latex products.  Other chemicals such as antiseptics, adhesives,
disinf ecta nts and re sins  can a lso ca use  an ACD.  Dev elopm ent is  depe ndent upon ind ividua l susc eptib ility,
exposu re his tory, an d the  allerg ic potentia l of the  chem ical(s ).  AC D is n ot life th reate ning,  but can re sult in
permanent skin damage if left untreated.

ACD is limited to only contact areas and does not involve the entire body.  The reaction produces an
imm une res ponse  followed 4 8-72 ho urs later by a  red, itchy ras h, which m ay result in ves icles or blister s. 
The reaction can take up to 4 days to heal with necrosis, scabbing, and sloughing of the affected
epithelium.  With repeated exposure, it can become a chronic condition.

Tre atm ent involve s a thorou gh his tory, clin ical ex am ination, and tes ting by a der ma tolog ist.  Dia gnosis is
confirmed by a positive skin reaction to test chemicals, called a patch test.  This test involves using a
standard series of test allergens on the upper back .  The skin is then exam ined 24, 48, 72 and 96 hours
later.  R ed, in flam ed sk in is ind icative  of a c hem ical alle rgy.

An important point to consider is that both ICD and ACD compromise skin integrity.  This may allow NRL
allergens  (proteins ) acces s to the bo dy via skin b reaks , increasin g the risk  of develo ping a T ype I allergy. 
For HCW s, both ICD and ACD should be fully resolved before resuming patient care.



Type I H yperse nsitivity
Type I Hypersensitivity is an immediate reaction and is commonly called latex allergy.  It results from an
immune reaction to one or more of the proteins found in NRL.  Studies have shown that NRL contains
mor e than 20 0 proteins , but not all are  assoc iated with latex  allergy.  Individua ls can be com e sens itized to
NRL by contact exposure to various NRL products including condoms, balloons, pacifiers, rubber toys,
etc.  T he m ost c om mo n NR L pro duc ts in dentis try are  glove s, pro phy cu ps, ru bbe r dam s, and orth odontic
elastics.  Exposure to NRL proteins can occur through cutaneous or percutaneous contact, aerosolized
contact (respiratory contact), mucosal contact (eyes, nose, m outh, vagina, rectum), intraoperative
exposure, and hem atogenous expos ure (stopcocks, rubbe r stoppers, intravenous contact).

Type I symptoms can involve the skin, mucous mem branes, respiratory tract, gastrointestinal tract, and/or
the cardiovascular system.  Symptoms may develop quickly.  Reactions can occur soon as 2-3 minutes
after exposure, or as long as several hours.  Reactions are more acute and may require emergency
medical procedures.  Early symptoms include itching and tingling at the contact site.  This can be followed
by more serious systemic symptoms of anaphylaxis including hives and respiratory symptoms (e.g., runny
nose, sneezing, itchy eyes, and scratchy throat).  Also commonly seen are facial swelling, conjunctivitis,
nausea , abdom inal cr am ps, b ronc hospasm, h ypote nsion, and tachyca rdia.  A naphylax is can  resu lt in
death du e to airway c losure s econd ary to bronc hospa sm o r laryngeal sw elling, and it req uires im med iate
medical attention.

The m ost seriou s ma nifestation  of a Type  I reaction (i.e., a naphylax is) is caus ed by airbo rne allerge ns. 
NRL proteins can adhere to glove powder particles during the manufacturing process.  These proteins can
subse quently rem ain susp ended  in the air for pr olonged  periods w hen glov es are d onned  and rem oved. 
This ca uses p article aero solization, wh ich can re sult in resp iratory and c onjunc tival expos ure.  In
sensitized individuals, this exposure leads to coughing, sneezing, shortness of breath, respiratory distress,
and anaphylaxis.

Tre atm ent involve s a de tailed  me dica l histo ry by an  allerg ist to identify r isk fa ctors , prev ious  allerg ic
reactions, or other related symptoms.  Diagnosis is based on symptoms, medical history, and the
presence of circulating antibodies to NRL.  There are three antibody test methods:  the skin prick test
(SPT) with a source N RL, serum  immu noanalyses, and use testing with a NRL pro duct.  A definitive
diagnosis can be difficult to make due to the lack of standardization of these test methods.

The S PT is co nsidere d the m ost acc urate diag nostic m ethod, is e asy to perfo rm, pro vides qu ick resu lts
(within 15 minutes), and is highly sensitive.  Serologic testing determines the amount of antibodies present
in the serum, but is not as sensitive as the SPT, and can result in false negatives.  In-use provocation
testin g invo lves e xposing  a pat ient to  a NR L pro duc t for a  spec ified tim e to m easure th e rea ction .  This
test c arries a gr eate r risk  of an aphylaxis , and  so pa tients  mu st be  mo nitore d clos ely.

Regulations/Recommendations
Regulatory agencies and professional organizations now recommend low-protein, powder-free NRL
products to reduce the frequen cy and severity of latex symptoms, and to decre ase the risk of future
sensitization .  The F DA ha s issued  a ruling req uiring labeling  of NR L-conta ining m edical de vices (i.e.,
latex gloves) that contact living tissues.  Also, the claim of hypoallergenicity must be removed from
medical devices that contain NRL.  These rulings were established in response to numerous reports of
severe allergic reactions to a wide range of NRL-containing medical devices.

Management
Presently there is no cure for latex allergies.  Available options include prevention, avoidance, and
sym ptom atic tre atm ent.  In dividu als w ith a do cum ente d latex aller gy sho uld pr actic e latex-av oidan ce in a ll
areas of their lives.  Dental providers must implement strategies to minimize latex exposure when treating
latex-allergic  patients.  

HCW s diagnosed with a Type I latex allergy should use non-latex alternatives (including gloves) which do
not contain NRL proteins.  Current choices for alternative gloves include vinyl, nitrile, neoprene,
polyuretha ne, and th erm oplastic ela stom ers.  In add ition, a powd er-free late x produ cts sho uld be us ed to
minimize aerosolized allergens.  Emp loyers should offer workers education, testing, and alternative glove
materials.

Protocol/Procedures
Clinic policies should be developed that include identifying latex-allergic individuals and NRL-containing
products and substitutes.  The goal is to establish a controlled, "�latex-safe"� dental environment, which
should include dental management of latex-allergic patients, provision for emergency drugs/equipment
with non-NRL delivery, and emergency treatment of an allergic reaction to NRL.



Identifying P atients
A thorough m edical history with screening questions can aid in identifying latex-allergic patients.  If a
dental provider feels that a patient �s history suggests a possible allergic potential, a referral should be
mad e to a derm atologist or a llergist.  The  following ar e pre-trea tmen t screen ing ques tions that ca n help to
identify susceptible patients.

1. Do you have a history of allergies to drugs, food/fruits, adhesive tape, or latex products?
2. Have you ever experienced a severe allergic reaction?
3. Do you develop hives or itching after contact with rubber products?
4. Have yo ur lips or ton gue eve r swollen fo llowing den tal treatm ent?
5. [For HCWs] Have you recently developed evidence of asthma, breathing problems, itchy eyes, or

a runny nose associated with work?

Treatment of the Latex-allergic Patient
Dental providers need to prevent latex exposure when treating latex-allergic patients.  This includes no 
direct patient contact with latex products, including airborne contact.  The following steps should be 
considered.

1. Tak e a thorou gh m edical history.
2. Consult with the patient �s physician.
3. Educate the staff on NRL-associated allergies.
4. Identify all NRL-containing products and devices in the operatory (contact manufacturer of

products if questionable), and remove them from the treatment room to prevent accidental
exposure.

5. Ens ure th orou gh cle aning  of the  oper atory,  includ ing ch ang ing ve ntilatio n filter s to re mo ve all
powder.

6. Sched ule the pa tient for the firs t appointm ent of the d ay to ensu re airborn e particles  are at a
minimum.

7. W ear synthe tic gloves fo r treatm ent.
8. Use non-latex substitutes for patient care (i.e., rubber dam, prophy cups).
9. Be alert for signs/symptoms for an allergic reaction, and be prepared to treat complications.

Trea tment of A naphylaxis
The following steps should be taking if you suspect a latex anaphylactic reaction.

"� Stop allergen exposure.
"� Activate the Emergency Medical System.
"� Administer epinephrine.
"� Initiate basic life s upport.
"� Administer oxygen.
"� Maintain the airway and monitor the blood pressure.
"� Administer IV fluids, delivery antihistamines, and corticosteroids.
"� Transport to Emergency Room.

Conclusion
Increased glove use to protect against bloodborne pathogens has resulted in a greater number of glove-
related reactions.  Each reaction has specific causes, symptoms, and management criteria.  The reactions 
can have potentially serious consequences for both the dental team and patients.  Dental HCWs need to 
be knowledgeab le about the signs, symptom s, and diagnosis of these conditions, and shou ld consider 
way of red ucing oc cupation al expos ure.  

ICD an d ACD , assoc iated with bo th latex an d synthetic g loves, sh are sim ilar cause s.  Type I 
Hypersensitivity is unique in its association with latex proteins, physical symptom s, and severity of 
symp toms .  Powde r is a contrib uting facto r for adve rse sk in reaction s.  It not only dries  out the ha nds, bu t 
also acts as a carrier for aerosolizing chemicals/proteins, thereby indirectly increasing potential allergen 
exposure.

HCW s must develop strategies to manage latex-allergic patients.  Practitioners must be able to screen 
accurately for latex allergy, refer patients for definitive diagnosis, and render treatm ent with avoidance of 
latex products.  They should also be able to recognize and treat the complications of latex exposure.

Prevention through reduced exposure is essential.  Choosing synthetic gloves or low-protein, low-
chemical, powder-free latex is the first step in minimizing reactions.  Early recognition and vigilance to 
avoid ex posure  to antigens  are the be st ways to e nsure a  safe de ntal practic e for patien ts and de ntal staff. 



SKIN CARE

The skin is responsible for protecting the body from physical injury and protection from microbial invasion.
W hen the s kin bec ome s dam aged (i.e., d ry skin), its ab ility to perform  these fu nctions is  com prom ised.  
Dry skin occurs when the skin loses lipids.  This allows moisture in the skin to travel to the surface and 
evapor ate.  This  can res ult in externa l irritants and p otentially patho genic org anism s entering  the skin.  
Also, dry irritated skin discourages proper handwashing and may harbor potentially pathogenic organisms.

Prev enting Dry  Skin
Factors responsible for dry skin include the weather (cold weather an d low indoor humidity), being older 
than 30, dietary deficiencies, some medications and medical conditions, frequent handwashing, and 
exposure to products with harsh ingredients or with pH levels above 7.  Many of these contributing factors 
are beyond our control, but there are several ways to help prevent the dry skin from developing:

"� W ear gloves/warm clothes in cold wea ther.
"� W ash with warm (not hot) water.
"� Pat the skin dry instead of rubbing.
"� Wear protective gloves when cleaning or handling chemicals.
"� Use skin care products that are mild, pH balanced, and dermatologist tested.
"� Apply appropriate moisturizers often, preferably when the skin is damp.

Trea ting D ry Sk in
Symptoms of dry skin include redness, flaking, itching, cracking, and fissuring.  It is essential to begin 
treating dry s kin as s oon as  possible  to preven t sympto ms fr om p rogres sing.  

Moisture can be adde d to the skin by soaking in warm w ater, and applying a lotion that contains water or  
hum ectants .  Hum ectants  are ingred ients like glyce rin that attrac t, retain, and h old mo isture from  the air.  
Because moisture added to the skin can evaporate quickly, moisturizers without barriers may need to be 
app lied fre quently.

Moisture can also be held in the skin by applying a barrier product that blocks water from leaving the skin 
surface.  Such barriers include petrolatum, silicone, dimethicone, and mineral oil.  Adding a barrier helps
provide a environment conducive for skin repair, and may provide some protection to skin from irritants or
other harmful substances.  For severely dry skin, it may be helpful to soak in warm water for 10-15
minutes before applying the barrier product.  For maximum benefit, wear cotton gloves or cotton socks
over the barrier product while sleeping.

Som e m oistu rizer p rodu cts c onta in synthetic  lipids,  which pen etrate the  skin .  The se type pro duc ts m imic
skin  lipids b y attrac ting w ater in to the  skin  and b y helpin g to m ainta in the  prop er ba lance of o il and w ater in
the skin.

If you self-trea t and your d ry skin doe s not res olve, con sult with a he althcare p rovider fo r treatm ent.

INFECTION CONTROL Q & A

Question:  I always wea r gloves d uring patien t treatm ent.  Is han dwash ing really that im portant?

Answe r:  Yes, handwashing is the single most important procedure for preventing clinic-acquired
infections.  Han ds of  dental hea lthca re wo rker s can car ry bac teria, v iruse s, and fun gi tha t are p oten tially
infectious to them and their patients.  Handwashing is recommended before and after situations in which
hands are likely to become contaminated with blood, body fluids/secretions, or saliva.  Also they should be
washed when  contacting contaminated item s, instruments, or equipm ent.  Always wash your hands before
and afte r wearing  gloves.  Gloves are not a substitute for handwashing.

Que stion :  W hen  shou ld glov es be en worn in  dent istry?

Answe r:  Gloves should be worn when there is reasonable likelihood of contact with blood or other
potentially infectious materials (saliva), mucous membrane (intraoral), or nonintact skin; when performing
vascu lar acce ss proc edures ; and wh en han dling con tamina ted item s or touc hing con tamina ted surfa ces. 
Gloves should be changed during a procedure if they become torn or punctured.  It is important to wash
your hands before donning and after removing gloves.

Question:  What is the difference between deionization and distillation?  Is it appropriate to use deionized



water in the  separa te water s ystem  of the den tal unit?

Answer:  Deionization is also referred to as deminieralization or ion exchange.  This process removes
calcium, magnesium, and other ionic impurities by using synthetic resins.  These resins have an affinity for
dissolved  inorganic  cations a nd anion s, but they do not  redu ce ba cteria  levels .

With distillation, water is removed from the impurities rather than the impurities from the water.  Water
undergo es ph ase  chan ges  durin g the  proc ess , changing  from  a liquid  to vap or an d bac k to a  liquid.  T his
proc ess  rem oves  mo st ino rgan ic solid s, all or gan ics w ith a bo iling po int gre ater th an water,  and a ll
bacteria and pryogens.

Based  on this, it is inappropriate to use deionized water in the separate water system due to the inability of
the p roce ss to  satis facto rily redu ce ba cteria  levels .  How ever , deionized  wate r is ap prop riate f or us e in
autoclaves and in the dental laboratory.  On the other hand, if the water distiller and storage container are
properly cleaned, distilled water is appropriate for use in the separate water system.

Question:  Could you discuss the importance of safety intravenous (IV) catheters?

Answer:  Any sharp device can result in a percutaneous injury, but not all devices carry the same risk of
bloodborne pathogen transmission.  Those most likely to transmit diseases are blood-filled needles used
for vascular access.  Dispos able needles are involved in more injuries than other devices, but rank third
amo ng devic es cau sing high -risk injuries .  The rea son is be cause  these de vices are  mos t often us ed to
give injections (low-risk procedure) and not to withdraw blood.

The IV catheter stylet ranks first among blood-filled devices causing high-risk injuries.  Studies have
shown  that safety IV catheters can significantly reduce injury rates.  These devices provide a protective
shield for the stylet before or during its withdrawal from the catheter.  It is recommended that these
devices be used in all healthcare facilities as soon as possible.

Question:  Our clinic is contemplating purchasing a new surface disinfectant because it is cheaper than
what we are presently using.  The product we want to buy is a 70.5% ethyl alcohol solution.  Would you
recom men d our clinic p urchas e this prod uct?

Answer:  No, a lcohols ge nera lly do no t ma ke s uitab le sur face  disinf ecta nts because  they a re ine ffec tive in
the presence of tissue proteins such  as those found in blood and saliva.  Also, alcohols are poor cleaners
and  evap orate  rapid ly, dec reas ing dis infec tion activity.


